Section of Laryngology
President-J. ANGELL JAMES, M.D., M.R.C.P., F.R.C.S. [February 1, 1957] DISCUSSION ON FACIAL AND PALATAL REPAIR IN THE TREATMENT OF MALIGNANT DISEASE Mr. W. A. Mill: Malignant disease of various types may affect the different tissues and structures making up the face and mouth. In the majority of cases treatment in the first place is by radiotherapy. Sometimes no further treatment is needed but only too often surgical excision has to be undertaken. Not surprisingly in a number of cases gross deformity results. This is an outline of the corrective procedures that are undertaken to restore function and comfort to the patient. It is desirable that the patient should continue to live as normal a life a's is possible and that he should not be afraid of meeting his fellows. His appearance therefore must be made as good as it reasonably can be. Repair may be necessary following treatment of growths involving the upper or lower jaws, the cheek, the lips, and the palate; growths of the nose may extend to the cheek and to the orbit and ethmoid or even the upper jaw and this is notoriously so of basal cell carcinomata.
Many of the patients are old and they have had treatment of various kinds extending over many years and quite often there have, in the past, been a number of operations to deal with repeated recurrences. In many cases previous radiotherapy has made the tissues rather devitalized so that healing may be difficult if a further operation is undertaken. Many patients, particularly the old, are most unwilling to have further operations. In deciding what repair is to be done it is necessary to keep these points in mind.
Excision, if it is undertaken, must be adequate. Before operation multiple biopsies will have shown the extent of the malignant disease and at the time of operation use should be made of the frozen section technique to ensure that removal of the growth is complete. With basal cell carcinomata some recurrences are certainly true recurrences but in some cases one seems to be dealing with multiple new foci. Although involvement of lymph glands is exceptional with rodent ulcers the neoplastic cells may invade the skin lymphatics and secondary nodules may be seen near the main lesion.
Immediate repair.-A certain amount may be done at the time of operation to minimize deformity and to accelerate healing. Where it is possible Thiersch grafts should be applied so that rapid epithelialization and the prevention of scar tissue formation may result. When it can be done the sewing of mucosa to the skin has a similar effect. This is important to keep the tissues in as good condition as possible with the minimum of scarring, especially if subsequent plastic operations are to be undertaken.
In some cases partial or complete repair can be done by transposed skin flaps, particularly about the ear.
Of course a good window must be left to make sure that any recurrence will be noticed and for this reason the covering of cavities should not, as a rule, be done at the time of the operation of excision.
Palate.-If it is intended to remove part of the hard palate, a prosthesis should be made before operation so that it can be worn after operation, perhaps the following day, or a day or two later. This adds to the comfort of the patient. Later, of course, when healing has occurred a permanent obturator is made. These are as a rule satisfactory even in the edentulous but if there are teeth in the opposite maxilla fixation is of course easier to obtain. Occasionally the palate may be repaired by plastic surgery by sewing the margin of a re-formed cheek on to the palatal edge.
Later repair.-It must be emphasized that it is usually wise to wait for a long period before undertaking any major plastic reconstruction. It is essential to ensure the absence of the recurrence of disease and as a rule only the passage of time will give this certainty. During the period before operation a temporary prosthesis is a great help and comfort.
In the young, if it is at all possible, plastic procedures should be carried out. In the old, however, the correction, or perhaps one should say covering, of the deformity can well be done by fitting a prosthesis. This is usually of acrylic resin but sometimes it is made of metal. The prosthetic appliance is tinted to match the patient's colouring and usually very good results are achieved. The colours of the prosthesis do fade in time and the appliance gets dirty and so renovation is necessary at intervals.
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Proceedings qf the Royal Society of Medicwine 2 Growths of the antrum and palate.-In many cases a very long sublabial incision passing well to the healthy side is all that is required in removal of the palate or partial removal of the upper jaw. The whole maxilla can easily be removed through such an incision. The only repair needed is an obturator to close the opening in the palate.
It is sometimes necessary to make an incision in the face by the side of the nose with division of the upper lip and this will give a better exposure. At times extension of the incision laterally through the lower conjunctiva may be required and this incision may be prolonged outwards from the external canthus in some cases. These incisions heal with little scarring. Any incision across the side of the face below the eye is likely to result in persistent cedema of the lower eyelid.
Sometimes the skin of the cheek is invaded by growth and must be excised. A gap in the cheek may have to be left. Where possible mucosa and skin should be sewn together or possibly Thiersch grafts applied. If the gap is not too large it may be closed by suturing at the time of the operation. If a gap remains later plastic operation may be necessary. In some patients, however, a prosthetic appliance answers very well. On the whole in younger patients it is best to try to obtain a covering of natural tissues by plastic operation.
Sometimes after operation on the upper jaw there is scarring with raising of the corner of the mouth which may be corrected by a relatively minor plastic operation (epithelial inlay). At other times subsequent necrosis of bone, particularly &f the malar bone, may produce unpleasant deformity which a plastic operation could correct.
Usually the eye does not drop even if the orbital floor, that is the antral roof, is removed, but it may do so if the removal of bone has to be carried high on the inner and outer sides of the orbit. However in my experience the resulting diplopia is not as a rule persistent. No dental obturator will hold up such a fallen eye.
After removal of the maxilla mucosa readily covers the raw area. Some surgeons skingraft the walls of the cavity but this does not seem to be necessary.
Nose.-When the nose has to be removed repair may be by plastic oper"ation or by prosthesis. In the young there is a strong place for plastic reconstruction but in the older patient a plastic nose is very satisfactory.
Orbit and ethmoid.-If the orbit has to be exenterated the skin of the eyelids should, if possible, be preserved to give a partial lining to the cavity and the rest may be covered by Thiersch grafts. If the orbit alone has been exenterated or the orbit and ethmoid, many patients prefer to wear an eye patch-an eye patch is so often worn that the appearance is not unusual. A plastic prosthesis with an artificial eye looks well in photographs but the eye does not move and looks unnatural. Many patients prefer a plain skin-tinted prosthesis worn with a patch or an opaque spectacle lens. It is certainly not advisable to cover the orbital opening with a skin flap-it is still unsightly and has to be hidden from view in some way. Cheek and lower alveolus.-Growths involving the lower jaw are largely outside the scope of this discussion. The problem of repair may well involve a temporary prosthesis for some time and subsequently plastic procedures and even bone grafting. The same considerations apply to growths of the cheek which often involve the lower jaw and sometimes the upper jaw.
Ear.-The ear is a most difficult structure to build adequately by plastic surgery. The prosthetic ear is most satisfactory and it is the general method of repair used. At the time of operation a good deal of immediate repair may be done by Thiersch grafting and the arranging of transposed flaps. It is important to graft the external auditory meatus at its entrance, to avoid stenosis.
It will be seen that the aim is to obtain good function for the patient and at the same time a reasonable appearance. It is important in the old, who have suffered a great deal in the past, to remember that too many operations have spoilt their lives. Much may be done to help them with prosthetic appiiances. I wish to thank Mr. R. J. V. Battle for his co-operation in the treatment of many of the cases and also Mr. J. H. Hovell, who has undertaken the making of palatal prostheses. I must also thank Mr. F. R. Coffin of the Royal Marsden Hospital, who has made the palatal prostheses for many of my patients.
Mr. R. J. V. Battle: In facial reconstruction for malignant disease many factors must be considered.
Firstly: There is one golden precept that must always be followed: Once the diagnosis of malignant disease is made there must be no delay in the eradication of this disease by any preliminary preparation of complicated reconstructions. For example there should be no preparation of flaps that might delay treatment.
Secondly: Pathological considerations only should be allowed to dictate treatment. Fortunately the greater number of lesions reaching the surgeon are purely surface lesions and of these the majority are rodent ulcers.
SURFACE LESIONS
(1) Rodent ulcers.-Nearly all of these, except those round the eye, have been irradiated and have recurred. Some have been considered too wide and penetrating for irradiation.
One group of deeply infiltrating lesions require extensive surgery if they are not to recur locally. Moreover they produce by some trigger action, not fully understood, other primary lesions in the neighbourhood, so that the extent of the primary excision is no guarantee against recurrence.
Very fortunately none of these lesions metastasizes, but in the infiltrating group early reconstruction is contra-indicated, and wherever possible a prosthesis must be considered for the interval during which recurrence might be expected.
(2) Squamous cell carcinomata.-These are very much more rare in white skins than are the basal cell lesions. The reaction of these tumours round the lips to irradiation has perhaps explained why reconstruction of the upper and lower lips is so much less in demand than would appear to have been the case in the last century. The devastating spread to glands and occasional dissemination in the blood stream make one feel that early complicated reconstructions are a waste of time, and that the fitting of a prosthesis for a period of at least two years is a more sensible procedure.
(3) Malignant melanomas.-With the appalling prognosis extensive reconstruction is out of the question, but may be indicated on two grounds. Firstly where function is grossly disturbed-e.g. with a large defect into the oral cavity-or secondly where there is great disturbance of morale, and it is imperative that the patient should be reassured or rather "kidded" into thinking that the removal of the local lesion means the end of all anxiety.
(4) The rapidly-growing anaplastic tumours may react to irradiation and very few need be considered for serious reconstructive surgery.
DEEP LESIONS
From the point of view of reconstruction these fall into two groups:
(1) Those affecting the antra, the nose and the palate-i.e. the middle third of the face.
These can again be subdivided into two groups: A. When skin covering is not affected. B. When the skin covering must be removed.
Group A.-The chief reconstructive problem falls to the lot of our dental colleague and is limited to obtaining rapid healing (perhaps with the help of an epithelial inlay), the camouflage of the falling in cheek by the same method, and the restoration of function by the provision of a denture. Where necessary the reconstruction of the palate may be effected by the introduction of skin. This must be transferred from a distance as a tubed pedicle flap by a fairly lengthy and difficult process, and only when the fear of recurrence is minimal and the procedures can be carried out at leisure. Group B.-The early provision of a skin covering is a debatable problem. There must be a real danger of masking a recurrence by such an early procedure. I have, in my own small experience, seen several patients in whom recurrences deep in the nose have been missed and the patient eventually lost by too early reconstruction. The exact time factor in this problem is difficult to determine. It is possible that an examination of the tissue removed will give the clue. I used to work on a standard time lapse of one year between excision and reconstruction but I doubt if this is long enough. I think that two years may be the better interval of time-the patient getting on with a prosthesis during that period.
(2) Those lesions affecting the tongue, lower jaw and glands of the neck. Briefly, the problem here is that of removing the tumour with its entire lymphatic field as a single tissue mass at one operation. In the more advanced cases very great ingenuity is required in order to obtain a watertight closure of the buccal cavity, and in obtaining an ample supply of viable skin covering from the neck. In these patients no external prosthesis can ever replace the watertight closure of normal tissues, and for practical purposes need never be considered, unless it be in the form of a simple cup in which dressings are contained.
Thirdly: Anatomical considerations.
THE EYE AND THE EAR
The eye and the ear present special problems of their own.
(1) The eye.-Destruction of part of one or of both eyelids must at once be followed by reconstruction, or else the eye is lost. With any invasion of the orbit, this has to be exenterated leaving a large raw surface of bone to be covered. It has usually been my practice to employ the forehead for this cover-a somewhat extravagant procedure that has two advantages. Firstly it is an insurance of quick healing with a durable skin cover that will bear the weight of a prosthesis, and secondly this will also stand up if necessary to irradiation of any subsequent recurrences. Against the immediate use of the forehead the orbital bone readily accepts a Thiersch graft and the forehead can be spared for use later, should recurrences lead to a necessity for exposure of the cribriform plate or the dura or the underlying brain itself.
Furthermore no reconstruction can produce anything similar to the normal eye with its movements, and eyelids with their closure, and there is therefore only one ultimate fate for these patients who have had an exenteration-a prosthesis to conceal their deformity from the prying eyes of their fellows. A ground glass in their spectacle frame is not enough. The prosthesis can be a simple eye shade in type that conveys the Nelson touch, or else it can be more complicated and can carry an eye and an eyebrow.
(2) The ear.-There is not the same urgency in dealing with the ear that there is with the eye. Small losses may be made good at leisure. Removal of the ear in an adult must be followed by the wearing of a prosthesis. The only indication for total reconstruction of the ear in an adult must be an inability on the part of the patient to tolerate the gadget. If he demands a reconstruction then it must be pointed out that many stages will be necessary and that the final object will in no way resemble an ear! In the severe cases in which the lateral sinus and dura become exposed, and certainly in those where the temporo-mandibular joint remains open to the four winds, a scalp flap is always available to produce the necessary protection and backing for the subsequent prosthesis.
In all severe lesions involving the eye and the ear our only problem is to obtain early healing with sound skin cover and then to organize a camouflage by artificial means.
Fourthly: Other factors which influence our treatment. These patients are mostly in the older age groups, few are under 50 years of age and many are over 75. Many of them, often out of sheer perversity and in anticipation of the horrors of a surgical operation, have held on to their lesions for long periods of time. These are poor material for reconstruction with its repeated surgery, discomfort and hospitalization. It follows that we often adopt the prosthesis where against a more normal psychological and physical background we would prefer flesh and blood.
Another factor is the effect of irradiation. The presence of a new growth in a field that has been heavily irradiated means at once a multiplication of all the hazards attendant on the transfer of skin flaps, the take of skin grafts and on even the simplest forms of wound suture.
We have come, therefore, to consider reconstruction in this field under two headings:
(1) The immediate repair.
(2) The delayed or "interval" reconstruction.
(1) The immediate repair.-In the immediate repair we are not only concerned with the raw surface left by the wide excision of the lesion-we have to prepare the stage for any subsequent procedures.
If the lesion is superficial and if the pathology is not fully understood, then the immediate application of a free graft is advised. In the smaller lesions the post-auricular Wolfe grafts have become increasingly popular on account of the improved cosmetic result obtained.
A flap is required for the immediate repair under the following conditions: (i) Deficiencies in the eyelid of full thickness.
(ii) Where cortical bone is exposed (the only exception being the orbit which will take a free graft).
(iii) Where the dura, lateral sinus or temporo-mandibular joint is exposed. Wherever possible the employment of a local tissue flap should be considered-either as a transposition or as a rotation. If not available then a forehead flap must be brought down.
In large defects in the upper face-e.g. into the buccal cavity, or after amputation of the nose-careful suture must be planned of the marginal skin to the mucous membrane of the lining of the cavity. This is not merely to obtain rapid healing per primam, but also to minimize the degree of marginal scarring. We are, in fact, preparing for the later reconstructive phase when it may well prove desirable to turn lining flaps based on this very margin.
Many of the lesions that we see are recurrent lesions where there has been an extensive irradiation of tissues. The failure to appreciate the extent of tissue damage and the inability to replace all such devitalized tissue by reason of its sheer extent are potent reasons for defeat. This applies particularly in the employment of local flaps and in the repair of lesions of the lower third of the face, where a watertight closure is essential in the primary repair.
(2) Delayed or "interval" reconstruction.-In the ear and after exenteration of the orbit the employment of a prosthesis can be described as satisfactory only in that it allows the victim to wander unnoticed amongst his fellows. It must, however, be very irritating and depressing to have to "dress up" every time you leave the house, and there is the constant fear that you may lose a vital part of your "make'up" every time you run for a bus or look out of a carriage window. Here indeed surgery has proved wanting and further progress must be looked for.
In the nose, however, the cosmetic prosthesis is far less satisfactory-not that it is inferior to most of the noses reconstructed in flesh and blood. The simple fact is that you can blow a reconstructed nose and that you cannot blow an artificial one. Surgeons of many generations have studied this problem. The earliest technique employed is the Indian method, by which the forehead is brought down. This technique gives the best nose, but produces a secondary defect that in the male is better avoided if possible. Then the Italian method, by which the upper arm is employed to provide the flap, gives nice results but entails maintaining the arm in a somewhat fixed position. In the older patients I should say that this method is contra-indicated.
A tubed pedicle raised on the chest is a little difficult to handle but entails a less fixed position and can be brought up to the nose without the use of a vehicle to transport it. The male chest may be too hairy, and in the female any scar on the chest is better avoided except in older patients.
Such a pedicle can be transported from the abdomen on the wrist and brought up to the face. Again in this technique we are up against an agonizing period of immobilization of the arm. The colour match tends to be disappointing.
In all I favour the forehead in most cases but would only adopt any particular method after a full discussion with the patient.
Large defects in the middle third of the face or of the buccal cavity must be closed by the introduction of one or more flaps: all the flaps mentioned-forehead, arm, chest and abdomen-being available. Furthermore the flap introduced for cover must either carry its own lining or else lining flaps must be planned and brought into position simultaneously. It is in the provision of this lining that the greatest-ingenuity is required and the various techniques involved can be summarized as follows:
(i) Flap for covering, lined with Thiersch graft. Such a lining is not advised if bone will later be introduced either for contour restoration or to replace missing mandible. (iii) The introduction of one flap (e.g. forehead) for covering another flap (e.g. chest) for lining.
(iv) The insertion of a flap all round the margin of the defect. When this has settled in, a part of it is turned in for lining and the rest spread'across for covering.
Finally there are a series of operations by which we can assist the dental prosthetist and in this way improve function:
(a) Epithelial inlays. CONCLUSIONS (1) The pathology of the lesion dictates the reconstructive programme. The possibility of a recurrence being masked by the repair swings the balance towards the use of a temporary prosthesis until the chance of recurrence is minimal.
(2) Severe lesions of the ear and eye are best treated by a prosthesis. Reconstruction has little to offer here as yet.
(3) The age and attitude of the patient will dictate the ultimate degree to which reconstruction will be possible, and may lead to the selection of a prosthesis where normally flesh and blood might have been preferred.
(4) A brief resume of the procedures available both in immediate and delayed reconstruction is given with examples, the emphasis being on the restoration of function rather than of appearance. Mr. J. H. Hoveli: The dental surgeon is gravely handicapped both in the immediate post-operative period and in the long-term prosthetic management of these cases if he has not had the opportunity of seeing them pre-operatively.
The ideal is personal consultation between surgeon and dental surgeon as soon as operation has been decided upon. The probable extent of the excision, the number of teeth which can be left and the need for post-operative radiotherapy are all of importance if the best possible results are to be achieved. The next step is to obtain duplicate pre-operative models of the patient's jaws, and, should he be edentulous, also one of dentures. One of these and that of the dentures is kept as a permanent record, the other is used for the construction of the immediate postoperative appliance.
It has been found desirable that an appliance should be constructed before operation for immediate post-operative insertion. This appliance (Fig. 1 ) performs several functions:
(1) It maintains the pack in position, prevents it from being disturbed by the tongue and minimizes contamination by food.
(2) It is a great aid to speech and deglutition. This prosthesis which is made in duplicate is constructed to conform to the original shape of the patient's palate and alveolar process. If teeth are present on the unoperated side these are used for retention and a flat biting surface is provided on the other side of the same vertical height as the original teeth.
When the patient's own dentures are available it is unnecessary to construct a duplicate appliance as the former will act perfectly as the first prosthesis and to maintain the pack. A second upper denture is, however, made before operation to act as a base later for the second prosthesis.
The most comfortable pack for use after the removal of the initial post-operative packs has proved to be a small marine sponge, cut, if necessary, to the approximate size and shape of the cavity.
The length of time during which this appliance continues to give service depends greatly upon whether or not post-operative radiotherapy is employed.
Post-operative radiotherapy is a major difficulty for the dental surgeon as it gives rise to a slowly healing cavity which continues to change shape and to sequestrate bits of bone, often for as long as twelve months. During this period frequent adjustments have to be made to the prosthesis in order to maintain the patient in reasonable comfort. Normally speaking it is a good rule that prior to radiotherapy about the mouth all teeth should be removed, in order to minimize the risk of osteo-radio-necrosis arising subsequent to a later extraction. This danger of radio-necrosis is such that some authorities-Kelsey Fry for example-consider even the wearing of dentures to be dangerous.
This rule, however, is not adhered to when dealing with radiotherapy following surgical extirpation of maxillary neoplasms for the following reasons:
(1) Radio-necrosis is far less likely to occur in the maxilla than in the mandible.
(2) The radiation is localized within the cavity and not "beamed" through the teeth, thereby minimizing remote effects and "scatter" from the teeth.
(3) The retention of teeth is extremely desirable. First they are the greatest possible aid to the retention of a prosthesis. Second they may be needed to support an appliance carrying a tray for an epithelial inlay in a subsequent plastic repair.
(4) They seldom have to be extracted as the strain of helping to support a prosthesis ultimately invariably causes them to be loosened and finally to drop out from a socket lined with granulation tissue from which the bone has completely receded. It has not yet been my experience to see a radio-necrosis arising in the maxilla as a result of a tooth being lost in this way.
It is, of course, necessary to remove the teeth immediately adjacent to the area excised, and the remaining teeth should be carefully watched and conserved so as to eliminate the possibility of abscess formation following carious exposure of the pulp.
Until healing of the cavity is fairly complete and all major sloughs and sequestra have separated, it is undesirable to attempt to obtain an exact impression of the whole cavity. The suction created and the difficulty of removing an exact impression may at this stage give rise to a severe secondary haemorrhage.
If, therefore, a method of radiotherapy necessitating an exact cavity impression is to be employed, this must be taken at the time of operation before the cavity is packed. This is not done at St. Thomas's where the radiotherapists prefer to irradiate the cavity with one large needle placed centrally in a marine sponge.
The degree of comfort obtained with this first prosthesis and a sponge is such that there is no urgency to replace it with a more accurately fitting appliance and I usually wait for three to four weeks when the cavity is fairly clean and the surgeon gives the "all clear" for the next stage.
The most important factor for the comfort of the patient wearing a prosthesis is the maintenance of a complete peripheral seal to the cavity. Even at this time it is impossible to obtain a total impression but by building up the prosthesis already constructed with soft wax a rough outline of the cavity margins is obtained. An accurate impression of these is then taken with elastic impression material using the prosthesis as a base.
Having obtained the impression the next problem is to obtain maximum retention and stability. Neither at this time nor later when healing is complete can undercuts in the cavity be used as an aid to retention. The inevitable movement that occurs causes rubbing and ulceration of the mucosa if this is attempted. With this prosthesis, therefore, stability must depend upon the elimination or reduction to a minimum of any possible displacing factors.
The first and most important of these is the weight of the appliance. Because of this it is made as light as possible, and no attempt is made to construct a bung going up into the cavity. The second displacing factor is the movement of the teeth and occlusal forces during mastication. To eliminate this the biting surfaces of the teeth are set up on an anatomical articulator designed so that the movements of the jaw are exactly duplicated.
In this way cuspal locking is avoided and the bite balanced in all excursions of the mandible.
The third displacing factor is the soft tissues. Normal activity of the oro-facial muscles exerts forces upon the prosthesis. These forces are balanced before removal of teeth between the tongue inside and the muscles of the cheeks outside. This then is the reason for obtaining records of the patient's own teeth or dentures before operation. The dental arch of the prosthesis must be the same as that present before operation in order that this balance of forces should not be disturbed.
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In addition to activity there is also the effect upon soft tissue morphology of the surgery. Scarring and contraction of the tissues is frequent with resulting changes in facial contour.
It is useless to attempt to correct these changes by the prosthesis, as the tissues will not permit this and instability is the only result. It is occasionally felt essential later that for asthetic reasons such deformity should be corrected. In such a case an epithelial inlay must be inserted in the region of the scarring to form a pocket into which the prosthesis can be extended without creating a displacing force from the tissues.
Ultimately when healing is complete it is necessary to make a final prosthesis. This may be up to a year from the time of operation, and in the interval adjustments to the original prosthesis are usually necessary. For this reason duplicate prostheses are highly desirable as otherwise the patient has to be without one while this is being done (Figs. 2 and 3) .
Unfortunately even when healing is complete it is found that the roof of the cavity is not capable of weight-bearing, and therefore peripheral seal remains the most important factor. It has been found, in fact, that in a large number of cases the extension of a bung into the cavity not only is no aid to stability, but actually, by increasing the weight of the appliance, reduces it. Attempts have also been made to utilize undercuts by constructing the appliance in two sections inserted separately and united in situ. Not only is the pressure on the undercut not tolerated by the tissues but the additional weight and difficulty of insertion of the appliance are not tolerated by these mostly elderly patients.
In the majority of unilateral cases, therefore, no bung is now used. Springs between lower and upper dentures can be used to aid stability. When a bilateral removal of maxilla has been undertaken, these are quite satisfactory and in fact usually the only method of obtaining a reasonably stable result. In unilateral cases, however, they are of use only when a pressure-bearing surface is available on the operated side. Otherwise they tend to tilt and displace the appliance instead of maintaining it in position.
Finally, even with ordinary full upper and lower dentures it is frequently impossible to obtain complete comfort with elderly patients wearing them for the first time. Too much must, therefore, not be expected in all these cases from prosthetic replacements.
The President said that in the case of a patient with one of these lesions it was necessary to consider carefully what deformity there would be after an operation for complete removal of the neoplasm.
Mr. E. Musgrave Woodman said that, in his Hunterian Lecture of 1926, he laid emphasis on two important principles in the surgery of this area.
Firstly the fullest exposure possible must be obtained and for this purpose he turned back the face by a paranasal incision commencing above through the eyebrow. Suturing was by subcuticular silk and a dressing of gold leaf and the resulting scar in a few months was hardly noticeable. Secondly it was vital to leave a window of inspection so that the operation area could be adequately watched for a recurrence. For this reason he invariably removed the hard palate of the same side and the opening was closed by a dental obturator.
He agreed with Mr. Mill that dislocation of the eyeball could be avoided if the tissues were kept still and fully supported for ten days.
Mr. Mill, in reply, agreed with Mr. Musgrave Woodman that if one wanted to get a really good exposure of the pterygoid region it was advisable to turn back the cheek. He also agreed that if a lateral incision had to be made it was better to make it through the lower conjunctiva and not through the eyelid, because this resulted in aedema. Even if one had to take the roof of the antrum away the eye, as a rule, did not drop and there was no doubt that packing of the cavity afterwards did help to keep the eye up. However, if one had to carry the removal of bone rather higher than usual on the medial and the lateral sides the eye did sometimes drop and he knew no way to prevent this.
Most of the patients he had been discussing had had treatment by radiotherapy before they were operated on. Occasionally with malignant disease of the antrum in older patients excision was carried out first and this was followed by treatment by a radium applicator. There were some old patients who could not face up to a long course of radiotherapy to be followed later by operation and provided the cases were not too extensive they could be treated in this way.
In reply to a question about lymph nodes he said that he did not agree with prophylactic block dissection. He regarded block dissection as causing a certain amount of morbidity in older patients and he thought it was better as a rule to wait until enlarged glands could be felt before advising it.
Before operation biopsies, if necessary multiple, were taken to judge as far as possible the extent of the growth. During operation, especially in cases of extensive rodent ulcers, use was made of the frozen section technique to make as sure as one could that one had excised all the diseased area.
He wished to thank Mr. Warren of Messrs. Clement Clarke and Mr. A. Brook of Queen Mary's Hospital, Roehampton, for their great help with prostheses.
Mr. Battle, also in reply, said with regard to the use of the forehead that one should avoid bringing hair down on to the nose or on to the face. Any hairs introduced in this way could not be removed effectively by irradiation and would have to be removed surgically.
In employing bone grafts for the restoration of contour he used cancellous bone from the ilium. If for any reason bone was contra-indicated, cartilage made a good second best. 'Some of the prostheses had been produced by Mr. A. Brook of Roehampton. [December 7, 1956] A DISCUSSION on Benign Tumours of the Larynx was opened by Mr. F. C. W. Capps and
